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Newfoundland and Labrador Midwives Association 
(Chapters in Goose Bay and St. John's) 
Newsletter 12 
January 2000 
This Newsletter contains a summary of the General meeting held on January 14, 2000, 
and information about programmes which test emergency skills. Also included is a summary of 
the Canadian Confederation of Midwives (CCM) meeting held on November 11, 1999, and the 
meeting which the College of Midwives of Ontario (CMO) facilitated on January 11, 2000, 
regarding the Canadian midwifery profession and the Agreement on Internal Trade and Labour 
Mobility. Information is also included about the provincial government appointed Midwifery 
Implementation Committee. There has been much happening since the September Newsletter, 
including the fact that we are now in a new century. 
The names and addresses of all midwives in the province, who are not retired, are needed 
so that we may calculate how many midwives actually reside in Newfoundland and Labrador, 
even though they may not be contemplating practising midwifery in the near future. Please send 
this information to the Editor by the beginning of February. 
On page 11 there is a description of a maternity distance course being offered this Spring 
Semester, by Memorial University School of Nursing. 
Thank you for the items which have been submitted for this Newsletter. 
Items for the Newsletter are welcomed and those who submit are responsible for 
obtaining permission to publish in our Newsletter. The Editor does not accept this responsibility . 
. The Annual General Meeting is on Friday, March 17th, and it is hoped that many 
members will be present. Members from the Labrador coast should advise Wendy at 
Telemedicine prior to the meeting so that the appropriate system may be connected on time. 
. Pearl Herbert, Editor, c/o School of Nursing, 
Memorial University of Newfoundland, St. John's, NF, AlB 3V6 (Fax: 709-737-7037) 
Annual General Meeting of the NLMA will be held by teleconference, 
March 17 at 4 p.m. (island time). In Studio 3, HSC, for those in St. John's 
Elsewhere, please make your usual arrangements. New Members Welcomed, 
interested midwives, "wannabees", professionals interested in maternity care 
Executive Committee 
President: Pearl Herbert 
Treasurer: Pamela Browne 
Newsletter Editor: Pearl Herbert 
Secretary: 
Co-Signer: 
Karene Tweedie 
Alison Craggs 
Home page: http://www.ucs.mun.cal-pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
Newfoundland and Labrador Midwives Association, General Meeting, January 14, 2000 
There were five people present and five apologies. The Minutes of the August 27 meeting 
were approved, and Karene did note that there was an error in the numbering of the sections. 
Matters arising included a request for all of the suggested logos to be included in the Newsletter 
because these have been considered for more than a year and a reminder is needed about each 
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one submitted. To provide information as to how many midwives reside in the province a request 
is made for members to submit the names and addresses of all midwives, as soon as possible. 
To be discussed at the next meeting is the possibility of changing the name of this 
Association. The title of "Newfoundland and Labrador Midwives Association" was adopted 17 
years ago, but since then at least two Associations have taken the same initials. We also need to 
start developing a Code of Ethics. The ARNN has asked for information about routine male 
infant circumcision, so if anyone knows of any Position Papers or has other materials on this 
subject to advise the Editor. 
Reports below include: providing an ESW, the CCM November meeting (an increase in 
our membership fee for the year 200 I needs to be discussed at our next meeting), the Midwifery 
Implementation Committee, and the meeting arranged by the CMO on midwifery and the 
Agreement on Internal Trade. 
Emergency Skills Workshop. There are three main programmes to assess practitioners' abilities 
to deal with obstetric emergencies, and these were discussed at the Provincial Perinatal 
Programme's teleconference session on January 19th, 2000. These programmes are similar in 
that there is a written examination, and six stations where skills are demonstrated. The two-day 
courses have lectures prior to the testing, whereas the ESW relies on participants having obtained 
this information prior to attending the examination. They all provide a Manual to the registrants. 
The programmes are: 
• Emergency Skills Workshop (ESW) developed by the Association of Ontario Midwives 
(AOM) based on the Advanced Life Support in Obstetrics (ALSO) programme, and a 
manµal is sent to registrants prior to the one-day course. In Ontario the cost is between 
$150.00 and $200.00. 
• ALSO is mainly for family practice physicians and was developed in the USA. It has 
been revised by the College of Family Physicians of Canada (CFPC) so that it is 
applicable for this country. The cost to midwives and registered nurses is $550.00 and 
includes a manual sent prior to the two-day course. 
· • Advances in Labour and Risk Management (ALARM) has been developed by the Society 
of Obstetrician and Gynaecologists of Canada (SOGC). The fee for nurses is $400.00 and 
for midwives $800.00, unless they are SOGC Associate Members when it is $600.00. A 
manual is sent to registrants prior to the two-day course. 
The possibility of offering an ESW for midwives has been discussed at several of the NL 
Midwives Association's recent meetings, and is still being considered. The midwife's "sphere of 
practice includes preventative measures, the detection of abnormal conditions in mother and 
child, the procurement of medical assistance and the execution of emergency measures in the 
absence of medical help" (International Definition of a Midwife, WHO/FI GO/ICM, 1992). The 
similarities and differences between ALARM, ALSO, and the ESW have been described by the 
Association of Ontario Midwives (AOM) in a recent e-mail message. The AOM supports their 
midwives who do ALARM, or ALSO as these, as well as the ESW, have strengths and 
weaknesses. However, the ESW has its own particular value as it has been developed 
specifically for midwives and deals with midwives providing emergency care in the absence of 
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medical help. It includes protocols for practice in and out of hospital situations, using skills that 
are within the midwives scope. It is different from ALARM and ALSO in that it deals with a 
wider variety of emergency situations and does not deal with management of non-emergency 
obstetrical challenges, for example dystocia PLROM and GBS. In terms of management of 
emergencies, the ESW is very consistent with the content of ALARM and ALSO but applies the 
content in a midwifery context. The College of Midwives of Ontario is developing a requirement 
that all midwives recertify in one of the above on a regular basis. 
At the NL Midwives Association's general meeting last August it was decided that an 
emergency skills programme could be a possibility for the Association's next workshop. The 
AOM has offered us a contract to use their programme (see previous minutes), and two members 
took the programme in Toronto in June 1998. Following our August 1999 a letter was sent to the 
Family Practice physician "regarding the possibility of an ALSO course being offered next 
Spring". We stated our interest in hearing more about the details, including the cost to our 
members, and the relevance of the programme content. We have now been advised that this 
course is being offered in April but at $550 is too expensive for most of our members. 
This January we were advised that SOGC is considering offering an ALARM course in 
St. John's for nurses and midwives, but once again it is very expensive. (See A WHONN report 
below). 
What is needed is an affordable workshop, available throughout the province, testing 
appropriate skills, and to which the various professions can have planning input. One question 
asked at the January 19th PPP teleconference was regarding the possibility of developing a 
programme especially for this province. A programme which perhaps could include some of the 
things which midwives, nurses, and physicians need to know, and in addition knowledge and 
skills specific to each profession; such as sections in the written test and some separate skills 
stations. This province has large distances between communities and the centres which provide 
obstetrics. Emergency skills are needed to deal with unexpected problems which may occur for 
the mother or fetus, before a physician with the necessary expertise can be reached. If this 
province had a programme there could be local examiners and this would cut the costs of 
offering the workshops. Probably there could be a way of providing a certificate to show that the 
workshop had been attended. 
Have You Read? 
Anderson, D. A. (1999). Web sites for midwives. Medical Reference Services Quarterly, 
18(3), 39-56. 
Gould, D. (1999). Wound management and pain control. Primary Health Care, 9(9), 31-
39. 
Rigby, D. (1999). Urinary incontinence. Primary Health Care, 9(9), 17-21. 
Smoker, A. (1999). Fungal infections. Primary Health Care, 9(1 ), 31-38. 
Serendipity. (1999). MID/RS Midwifery Digest, 9(4), 477. Included is "It's been recorded 
that in the eighteenth century a Mrs. Fyodor Vassilyev gave birth to sixteen sets of twins, seven 
sets of triplets, and four sets of quads - in all she had 69 children, 67 of whom survived infancy". 
[You never know what you will read in MID/RS Midwifery Digest!] 
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FOR IMMEDIATE RELEASE Health and Community Services November 12, 1999 
Midwifery Implementation Committee Established 
The Minister of Health and Community Services, Honourable Joan Marie Aylward, today 
announced the establishment of a Midwifery Implementation Committee. The primary task of the 
Committee is to provide advice on the development of legislation related to midwifery and the 
implementation of midwifery services in this Province. 
"Midwives have provided care to women throughout the world for centuries", said the 
Minister. "The implementation of midwifery is a logical step in the continuing provision of 
quality health care for the people of this province". 
Minister Aylward noted that midwives have a long history of providing necessary care 
and advice to women experiencing normal pregnancy. Many countries have recognized and 
regulated midwifery as a health profession. Canada, until recently, was the only developed nation 
in the world which did not legally recognize the practice of midwifery. 
In the last ten years in Canada, however, there has been a renewed interest in midwifery 
as consumers and health care providers have expressed concern about the increasing use of 
technology in the care of normal pregnancies and the limited teaching and support for pregnancy 
women, and women in labour. In keeping with their philosophy, midwives can provide for 
women a choice of caregiver, control over their birthing experience and continuity of care. 
Six provinces in Canada have already passed legislation recognizing midwifery, while 
other provinces have started processes of review with the goal of legalizing and regulating 
midwifery practice. There are presently some nurse midwives in practice in specific areas in the 
Northern part of the Island and Labrador. The organization's policies and procedures which 
currently covers them does not incorporate the potential scope of their practice. Also, there are a 
number of qualified midwives in other parts of the Province who would like to work in their 
chosen profession. There is therefore a need to establish legislation to cover the full scope of 
midwifery practice and to regulate that practice in keeping with the direction also being followed 
by other provinces. 
"Expanding the health care team approach, emphasizing collaboration among 
· professionals, integrating the community and consumer perspective in health care services and 
promoting health lifestyles with less reliance on high technology solutions are all objectives 
which will contribute to our overall well-being", said the Minister. "I am pleased to have a 
committee in place to proceed with the work that is needed". 
The membership of the Midwifery Implementation Committee is comprised of 
representatives from a wide variety of organizations, groups and professionals including 
midwives. family practice physicians, obstetricians, obstetrical nurses, community health nurses, 
aboriginal representatives, consumer representatives, schools of nursing, Health and Community 
Services Boards, Newfoundland and Labrador Medical Association, Newfoundland Medical 
Board, Association of Registered Nurses of Newfoundland, Newfoundland and Labrador 
Midwives Association, Provincial Perinatal Program, Newfoundland and Labrador Health & 
Community Services Association, and Department of Health & Community Services. 
Contact: Glenn Bruce, Director of Communications 709-729-13 77 
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Midwifery Implementation Committee 
On May 13, 1994, the Provincial Advisory Committee on Midwifery presented their 
Final Report to the Deputy Minister of Health. This Report recommended: 
23. That the province proceed immediately to full implementation of midwifery 
services for the province by appointing the Midwifery Implementation 
Committee, by appointing a full-time coordinator, and by allocating sufficient 
funds to carry out the implementation process. 
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In October 1999 the Minister of Health and Community Services formed a Provincial Midwifery 
Implementation Committee (MIC) and gave the Mandate that they 
Will assist in guiding the development of legislation and regulations for the practice of 
midwifery and will provide advice on the implementation process. 
On November 2, 1999, the Minister released a statement to the media announcing that the MIC 
had been established. The MIC is chaired by Ms. Brenda FitzGerald, Executive Director, Health 
and Community Services St. John's, and Eva Laing is the Regional Consultant. Martha 
Muzychka has been the resource person (until December 17 when she commenced a leave of 
absence). 
The first meeting of this multidisciplinary Committee was held on October 20, 1999. 
Since then there have been further meetings on November 9, and 10, and December 7, 1999. 
The MIC has studied the legislation from other provinces, namely British Columbia, Alberta, 
Saskatchewan, Manitoba, Ontario, Quebec. In both British Columbia and Ontario the midwifery 
legislation comes under the umbrella of a Health Professions Act, and our Provincial 
Government is considering a canopy act for the professions which are presently unregulated. 
Each province has its own requirements for writing legislation. All of these provinces have 
legislated for midwifery to be recognized as an autonomous profession, as in the International 
Definition of a Midwife (WHO/Fl GO/ICM, 1992). The legislation process has been explained to 
the members of the MIC, including standardization to meet the mobility requirement of internal 
trade and the Tripartite Committee on Regulation of Occupations (the NAFT A agreement). This 
will then have implication for midwifery education. In the other provinces, after existing 
midwives have demonstrated their knowledge and skills (within a set time period), new 
midwives are being required to have a baccalaureate degree in midwifery. 
Regulations have to be written and four committees have been formed to study "Scope of 
Practice", "Education and Licensing of Midwives", "Communication and education of the public 
and other health professionals", "Establishment of Board (College)". (In other provinces there 
has been a transitional College to process licenses prior to legislation implementation). 
Questions have been asked to find if there is support for midwifery legislation in this 
province, including the percentage of midwives who belong to the Midwives' Association. We 
are now trying to discover the actual number of midwives in Newfoundland and Labrador (who 
are not retired), regardless of whether or not they are at present working in maternity or expect to 
seek licensure when legislation is implemented. Therefore, members are requested to encourage 
any midwives who do not belong to our Association to join now. 
Midwifery and Canadian Agreement on Internal Trade and Labour Mobility, January 11, 
2000, meeting (from Pearl Herbert's notes). 
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At the end of May 1998, Pearl Herbert (as the NL Midwives Association's representative) 
and Maureen Laryea (an observer representing Memorial University School of Nursing which 
was developing a midwifery education program at that time) attended the Canadian 
Confederation of Midwives (CCM) annual general meeting. At that meeting there was discussion 
on the requirements for the midwifery profession under the Agreement on Internal Trade which 
came into effect on July 1, 1995. It was agreed that the College of Midwives of Ontario (CMO) 
should look into this further, as they had the resources. Although it was being raised at 
subsequent CCM meetings, nothing further was heard until the beginning of December 1999 
when a notice was received that the CMO had booked two hours teleconference time for January 
11, 2000, starting at 1330 EST. The CMO was seeking input from Midwives Associations, 
Regulatory bodies, Midwifery education programs, relevant provincial governmental ministries, 
Labour Mobility Coordinators, HRDC representatives. 
The meeting on January 11, 2000, was chaired by Holliday Tyson (CMO) and started 
with a roll call. Provinces were represented from Victoria to St. John's, except for Prince Edward 
Island and New Brunswick (the only province without a Midwives Association). Provinces with 
regulated midwifery are British Columbia, Alberta, Ontario, Quebec, and Manitoba (which was 
included in this category as they expect their legislation to be implemented in the near future). 
Saskatchewan, Nova Scotia and Newfoundland and Labrador were the three provinces 
represented where midwifery is unregulated. {The Territories had not been invited). In St. John's 
there were Maureen Lary ea, (and Kay Matthews as Maureen had to leave for another meeting) 
and Pearl Herbert. Nobody from the Newfoundland and Labrador provincial government was 
able to attend. As there were provincial and federal government people present who were 
unaware of the current status of midwifery in Canada, the Midwives Association's 
representatives were requested to give an update regarding midwifery in their province. 
(Information which has been given in past NL Midwives Association's Newsletters, and was 
· summarised in a handout for the MIC). 
Prior to the meeting we had been asked to visit the web site from where information and 
Guidelines are available regarding the Agreement on Internal Trade {AIT) 
http://www.hrdc-drhc.gc.ca/stratpol/socpol/mobility The meeting commenced with an 
overview of the Labour Mobility Guidelines including the removal of residency requirements, 
competency requirements for occupational licensing and registration, and mutual recognition of 
occupational qualifications. Jurisdictions where midwifery is regulated have to ensure full 
compliance with the AIT by July 1, 2001 (as had been decided by the Government in February 
1999). Funding is available to assist in this process and the CMO is preparing a proposal to apply 
to the HRDC for monies. 
Provinces were asked for their input as to which areas needed clarification. 
• The payment of liability insurances and funding for the profession varies from province 
to province (this may not be a mobility issue but in a jurisdiction everyone has to pay the 
same registration fees regardless of their original place of residence). In some provinces 
(Manitoba, Quebec) there are language requirements. Also, in Manitoba there is a 
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transitional residency requirement because the prelicensure examinations are expensive 
and the money is being paid by the provincial government. (Midwives who take these 
examinations agree to practice in Manitoba). 
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• The reciprocity available between provinces when midwives transfer from a province 
where midwifery is unregulated to a province where midwifery is regulated. For example, 
at present in British Columbia there is an interim reciprocity agreement that midwives 
who have been accepted for licensure in another province may easily apply to practice in 
British Columbia, but midwives from unregulated provinces have to complete the 
licensure requirements regardless of their current level of knowledge and skills. (More 
information is needed on how this relates to occupational standards) 
• Aboriginal midwives in Ontario are not regulated by the Midwives' legislation if they are 
recognized as being a midwife by their own people and are practicing on their Reserve. In 
Manitoba Aboriginal people had requested that midwives be regulated wherever they 
practice. It was decided that this needed more discussion and would be brought forward 
to another meeting. 
• Where midwives are permitted to practice varies from province to province. For example, 
in Ontario the provincial government decides where midwifery practices will be located 
but in British Columbia midwives are left to make their own decision as to where they 
should establish their practice. (More information is needed and how this is based on 
employment opportunities). 
• So far in Canada the educational requirement for beginning midwives is a baccalaureate 
degree in midwifery. A question was asked that as the ability to practice is the main 
objective should other routes also be considered? 
The meeting closed with much discussion as to who should be the chairperson (Holliday 
will be overseas for a month) and where the meeting at the end of March should be held. The 
Government people suggested that there should be three or four face-to-face meetings lasting two 
days each, plus telephone meetings as necessary. The final agreement should be ready to submit 
by January 2001. Although Holliday identified 39 people to attend the meetings the HRDC 
person stated that there was a limit on the number of people who would be partially funded (50% 
plus 25% in kind) so each jurisdiction with regulated midwifery should have two representatives 
(College and Association) and unregulated places have one representative. The CCM could also 
have a representative (the president). The Labour Mobility Coordinators would also attend as 
they have special funding for such meetings. Others who wished to attend could do so as 
observers and pay for themselves. It was suggested that the second meeting be held in Winnipeg 
in June, at the time of the CCM AGM. 
(Pearl left the meeting at 1710 (island time) before the decisions about chairperson and meetings 
were finalized). 
Canadian Confederation of Midwives Meeting, November 11, 1999, 19.30to12.45 (NF time) 
Full members were present from all of the provinces (Manitoba and Quebec still have two 
associations). The associate member was present for the Yukon but not for New Brunswick and 
NWT/Nunavut. {Since this meeting the New Brunswick Associate Member has resigned as there 
is little midwifery interest in the province). There had been a few changes of representatives 
since we met in June, so new members were welcomed, including the new Coordinator. 
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Matters discussed included the formation of an Executive Committee, as had been agreed 
in June at the annual general meeting. The Executive Committee consists of Carol Cameron 
(AOM) coordinator, Alison Rice (MABC) secretary, and Fran Wertman (ANSM) treasurer. The 
Executive Committee will not have votes and are in addition to the representatives from the 
provincial midwives association. Since 1997 there have been some suggestions for amending the 
Constitution and it has now got to the stage where this is really needed. Therefore, the Executive 
Committee is going to work on writing the new Constitution with the aim that this will be 
completed by the next annual general meeting. An extra day to allow for the Constitution to be 
completed, was allocated to the meeting which will be held in Winnipeg between June 9 and 11, 
2000. There was a discussion about having a CCM web page, and the Coordinator is looking into 
getting this set up. 
As from April 1, 2000, it was agreed to increase the membership fee to $10.00 per full 
member of an Association and to remove the ceiling. At present Associations pay $7.00 per 
full member and Associations of 30 or more members pay no more than $300.00 per annum. 
Currently: BC has 75 members who pay $1,500 + $4,800 insurance to MABC and $1,200 to the 
College; Alberta has 18 members who pay $250 + $4,800 insurance to AAM; Saskatchewan 
has 1 member who pays $40 to MASK; Manitoba has 21 members who pay $100 to MAM; 
Ontario has 200 members who pay $2,500 (insurance paid by province) to AOM and $1,000 to 
the College; Quebec The 70 members of the RSFQ pay $350 +insurance and $1,000 to the 
Order, and the members of the ASFQ pay $60 and some pay insurance and $350 to the Order 
(College); Nova Scotia has 10 members who pay $60 to ANSM; Newfoundland and Labrador 
pay $35 to NLMA. 
The McMaster Diagnostic Imaging Practice Guidelines Initiative. Prenatal Ultrasound 
and the Detection of Major Fetal Anomalies in Pregnancy (3 pages) had been circulated along 
with two papers. These papers are: Mohide, P., Moran. L.A., & the Ultrasound Working Group. 
(1999, June 28). Prenatal ultrasound and the detection of pregnancies with major fetal anomalies 
(19 pages). Moran, L.A., Mohide, P., & the Ultrasound Working Group. (1999, June 28). 
Review of practice guidelines for prenatal ultrasound (25 pages). There was little time to 
circulate these materials to the membership of the Associations. (I had e-mailed my response to 
members). Where Associations had held recent meetings the Guidelines had been discussed, but 
nothing submitted in writing. Carol Cameron was going to ask if there was still time to submit 
responses. 
The need for midwife representation at SOGC was discussed. Carol Cameron will find 
out how many midwifery members there are, as 50 are needed to have an associate member (non-
voting) on their council. The membership fee for midwives is $125 pa. If there are 50 members 
then it was agreed that Carol should be the person to represent CCM. 
Committee reports had been circulated as available (and reported in this Newsletter). 
Reports from the Associations across Canada: 
British Columbia The MABC is negotiating a contract for supervisors of the second group of 
midwives seeking registration. There are 34 nearing completion of the process but many will 
probably be granted a conditional certificate and need supervision. The College has taken out an 
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injunction against Gloria LeMay for practising midwifery without a license. This person is noted 
for her disagreement regarding licensure, and her contempt of court on a previous occasion when 
she refused to attend an inquest. 
Alberta. Throughout the summer months the Northern and Southern Alberta Midwifery 
Implementation programs have been working towards the privileging and orientation of 
midwives. In the North, four health regions have chosen to be actively involved in the process 
while the others have chosen to be minimally involved. All regions are kept informed of current 
implementation strategies. Those regions with little involvement to date anticipate increasing 
their involvement as the profession of midwifery evolves in Alberta. 
Most regions are developing professional bylaws to integrate non-physician providers, 
including midwives, into existing health services. Since the bylaws will not be completed prior to 
the onset of the Integration of Midwifery Services Evaluation Project (IMSEP), two health 
regions will utilize an interim mechanism called the "Letter of Understanding" to facilitate 
midwifery access to the sites chosen for the project. Midwives will apply for privileges in the 
same manner as family practitioners seeking obstetrical privileges. On September 3, 1999, a 
provincial midwifery delegation met with Lynne Duncan, Deputy Minister of Alberta Health and 
Wellness and Linda Mattern, Workforce Planning Consultant. ... They presented and discussed 
issues related to the required amendment to the Operation of Approved Hospital Regulation, 
specialty physician consultation fee schedule, and extension of the midwifery coordinator 
contracts .... The specialty fee issue must be addressed within the Alberta Medical Association. 
The Alberta Medical Association has a group working on this issue and has promised to make a 
report during the fall of 1999. The coordinators continue to work together towards provincial 
guidelines for midwifery access to resources. A second assessment for midwives who wish to be 
registered is ongoing. Midwives who were originally registered are slowing leaving the province. 
At present 18 remain out of more than 30. (For information regarding midwifery in Alberta, go 
to the Alberta Health and Wellness web site http://www.health.gov.ab.ca Then enter 
"midwives" in the search box and click). 
Saskatchewan midwives have no promise of funding after midwifery legislation is 
implemented. Moving to a province where there is funding is beginning to look attractive, 
although agencies are beginning to demonstrate interest in having midwives. 
Manitoba midwives are in the final stages of preparing for proclamation of the midwifery 
legislation which is expected in the next couple of months. . 
Ontario midwives have a new funding structure and now practice groups, more than ever before, 
will be operating as small businesses. There are eight Transfer Payment Agencies approved by 
the Minister of Health to transfer funds between the Ministry of Health and local practice groups 
under the new funding agreement. The AOM worked with the legal counsel to develop a 
template Practice Group Guide and Agreement which reflect the new Funding Agreement. This 
Guide and Agreement include template contracts for practice administrators, locum tenens 
midwives, associate midwives, mentored and supervised midwives. The AOM continues to 
manage a benefits' package on behalf of its members. The AOM has hired an outside consultant 
. . 
to carry out an organizational review of the AOM. A data base was developed to be able to report 
all midwifery care outcomes and the 1998 data are currently being processed. The Standards and 
Research Committee completed the first AOM's clinical guidelines and these have been 
published in the Spring/Summer 1999 AOM Journal. 
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Quebec midwifery legislation was implemented on September 24, 1999, for funded autonomous 
professional midwives. An Order (College) has been set up in Montreal. At present midwives 
still practice in the birth centres and home births are illegal. Midwives are working on hospital 
privileges. A recent evaluation on the birthing centres shows that some stillbirths occurred which 
were inevitable. Recommendations are made that include that the Order ensures that midwives 
are properly prepared, keep accurate notes, cooperation between professions, a perinatal 
surveillance system by instituted (see our web site for links to this paper, and to the Midwives 
Act). 
The role of the Regroupement Les Sages-Femmes du Quebec (RFSQ) has changed as it has 
passed on much of its mandate during the pilot projects to the new Order des Sages Femmes du 
Quebec (OFSQ). The RFSQ has now become an association which assists its members. The 
Order has the legal obligations to protect and represent the interests of the public. The RFSQ 
negotiates with the government about conditions of employment, salaries, mode of payment, 
nature of benefit packages. The RFSQ is also researching malpractice insurance for its members. 
It is not yet clear whether the responsibility for such insurance will be that of the RSFQ, through 
a group policy, that of individuals, or that of the CLSCs under whose umbrella the midwives at 
present fall by nature of working in the birthing centres. [Individual insurance would be very 
expensive and through the RSFQ would be much cheaper]. 
The Order consists of six government appointed midwives and two members of the public. Of 
these midwives, Michelle Champagne was elected president and also serves as Director General. 
The Order is revising Standards of practice, and developing Standards for home births, and 
Standards for consultation and transfers with/to obstetrics and neonatology. The Order is creating 
a new Code of Ethics, but in the meantime the Code adopted by the RSFQ is being used. They 
are developing written examinations, OSCI, and internship for new midwives, and continuing 
education to update current and new midwives. 
Quebec now has its own midwifery education program. The University of Quebec at Trois 
Rivieres {UQTR) accepted the first 16 students in September, there were more than 100 
applicants. At present there is only one midwife on staff, but this situation should change as the 
· program for second and subsequent years is implemented. 
Prince Edward Island has nothing happening regarding midwifery. . 
Nova Scotia A change of government resulted in a conservative party in power headed by a 
physician. The midwifery legislation negotiations have to start afresh. The recommendations for 
implementation of midwifery were written in the spring. Denise Collette Marion has completed a 
thesis on Women Who Chose Midwifery Care in Nova Scotia (Dalhousie University). 
Yukon The report includes that the government is setting up a midwifery planning committee. 
Women's Health Network, Newfoundland and Labrador, 3rd Annual Women's Health 
Forum, The Environment of Women's Health, Friday, October 15th, at the Grace Hospital 
Nurses' Residence. 
At this Forum the Newfoundland and Labrador Midwives Association had a poster entitled 
"Where on Earth is Midwifery" with a map of the world and a list of ICM members, the 
International Definition of a Midwife, and photographs from Labrador and St. John's. 
The Minister of Health was unable to attend but her message was delivered 
I 
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The keynote address was given by Elizabeth May. Women's health is effected by the 
environment in which we live. The air we breathe, the water we drink, the climate in which we 
manage our lives, the foods we eat are all no longer 'natural'. Human activities have changed 
each of these. At a personal level there are steps we can take to protect our health. Our larger 
obligation is to become politically active as an aspect of health protection and promotion. 
Concurrent sessions included a session on Breast Cancer (needs of women with breast cancer, 
illness narratives, available surgery). Health at home and in the community (changing nature of 
home care, building skills, the MCEWH campaign in women's health. See web site 
http://www.medicine.dal.ca/mcewh). Women's health and industrial restructuring presentation 
and panel. Food Security workshop. Work in progress (Challenging heterosexism in health 
services (Leslie Bella & Lori Yetman), A historical perspective on the impact of women's health 
on paid and unpaid domestic work in Newfoundland (Ingrid Botting), "The women's self-care 
project" and "Trying to work it out" (WHNNL). Health and environment (was interactive with 
participants divided into groups and each group telling about the significance of items on their 
table. For references for research contact the Community Animation Program in Dartmouth, NS 
(Telephone: 1-800-663-5755; e-mail: Rochelle Owen at rochelle.owen@ec.gc.ca; web site 
http://www.atl.ec.gc.ca/community ). The following book has been placed in the Health Sciences 
Library, and a free copy can be obtained from Ms.Owen. 
Health Canada. (1997) Health and environment: Partners for life. Ottawa: Minister of Public 
Works and Government Services Canada. The Reproductive health session included information 
about the cervical screening initiatives on the west coast (Lori Harnett), and coping with 
infertility (Heather Rees). Information on the Infertility Awareness association of Canada can be 
obtained frqm the web site: http://www.iaac.ca The Fertility Management Services are located 
at the Grace Hospital and Heather may be contacted by telephone: 709-778-6596; e-mail: 
hcc.reeh@hccsj.nf.ca 
Maternal Child Care 1: Nursing Care Through Pregnancy and Birth. This theory course is 
· being offered in the Spring Semester (May to August 2000) by the School of Nursing at 
Memorial University of Newfoundland. It will be of interest to post-RN BN students, and those 
who already have a BN degree but wish to update their knowledge. For more information 
regarding this distance course and prerequisites contact the School ofNursing's Distance 
Education Coordinator, Jeannette Walsh at 709-737-7006 (E-mail: walshj@morgan.ucs.mun.ca), 
or the Admissions Officer, Lena Clarke at 709-737-6272 (E-mail: lenac@morgan.ucs.mun.ca). 
"This all web-based course builds on the student' s previous knowledge and clinical experience in 
the basic concepts of maternal-infant health. It focuses on the care of the woman with risk factors 
during pregnancy, birth and the early postpartum period and emphasizes the role of the nurse in 
prenatal care. It encompasses fetal health and the potential effects of maternal prenatal health 
problems for the fetus and neonate. Theoretical concepts are applied in relevant clinical 
laboratory settings". There are prerequisites. The clinical part of the course is Maternal Child 
Care2 
From the October 1999 A WHONN Canada Newsletter it is noted from Maureen Heaman's 
report about SOGC, where she represents nursing, that: 
12 
• Guidelines are available for: Ultrasound as Part of Routine Prenatal Care No. 78, August 
1999; 
• Prenatal Genetic Screening for Down Syndrome and Open Neural Tube Defects using 
Maternal Serum Marker Screening, No. 79, August 1999; 
• Joint Position Paper on Training for Rural Family Practitioners in Advanced Maternity 
Skills and Caesarean Section, No. 80, September 1999; 
• Adenocarcinoma in situ of the Cervix, No. 77, June 1999; 
• Prevention and Treatment of Thrombo-embolic Disease in Gynaecological Surgery, No. 
81, October 1999; 
• Ethical Issues in Assisted Reproduction. Sperm Sorting for Medical and Non-Medical 
Reasons, January 1999. 
To access these Guidelines see either the Journal of the SOGC or visit the web site at 
http://sogc.medical.org and click on "Clinical Practice Guidelines" on the left side of the page. 
SOGC is advocating for changing emergency contraception to a non-prescription item. 
The consumer information book, Healthy Beginnings: Your Handbook for Pregnancy and Birth, 
has been printed and is being distributed through physicians' offices. SOGC has endorsed the 
Canadi.an Multiple Birth Program and La Leche League. SOGC participated with the American 
College of Obstetricians and Gynecologists in development of a slide presentation/script on 
female circumcision/female genital mutilation. Various international projects are in progress to 
promote mat~mal health in Uganda, Guatemala, Haiti (see page 2 of our September 1999 
Newsletter, No. 11). SOGC is forming a subcommittee of the Maternal Fetal Medicine 
Committee to focus on multiple births. SOGC plans to continue working with health Canada to 
develop a task force for preterm births. 
A WHONN Canada Advisory Board voted to approve in principle entering into further 
discussions with SOGC regarding a partnership on the ALARM course. This will involve 
· working with SOGC to build a component part for nurses into the ALARM course. 
As of June 1999 there were 174 Associate RN members of SOGC (112 from Ontario). To have a 
member on the SOGC Council there has to be 50 members. The membership fee for midwives is 
$125 pa. 
Ontario News In the summer the Harris government announced a guarantee of a 60-hour hospital 
stay for mothers and their newborn babies. To assist in providing this 60-hour hospital stay 
Ontario hospitals have been provided with $27.9 million to hire additional nurses. Previously the 
average hospital stay in Ontario was anywhere from 24 to 48 hours for women having a vaginal 
birth. The 60-hour guarantee gives mothers the option of staying in hospital longer for 
assessment, support and follow up. The exact model of care will vary, with some hospitals 
providing 48 to 60 hours in hospital care, while other hospitals will provide a home visit by a 
Registered Nurse. 
Quebec News November 3-4, 2000. "The Birth of a New Millennium: Women, Newborn and 
Families Health" A WHONN Canada conference, Montreal. Speakers include Jan Semler 
(A WHONN President for 2000) and Gyslaine Desrosiers (President, Order des Infirmiers et 
Infirmieres du Quebec). 
• 
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British Columbia The Board of the Simon Fraser Health Region has decided not to renew their 
contract with a major formula manufacturer. The required formula will be purchased. The 
decision has been upheld by the Ministry of Health. 
A WHONN Canada Membership Fees 
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For those members resident in the US, its territories, or Canada, the regular fee is $128, associate 
member is $113, disabled, retired or student is $64. These fees include JOGNN and Lifelines, and 
the Canadian Connection, plus discounts for conferences and publications. From the 
membership fee only about $8 per person was returned to Canada. A task force was formed to 
examine the issues facing Canadian members. As from January 1, 2000, Canadian members will 
be able to pay their dues in Canadian dollars. At the present exchange rate this will result in 
about a $17,000 decrease to A WHONN. It was also recommended, and accepted, that 
A WHONN provide some financial assistance to the Canadian Section over the next three years, 
allowing the leadership team an opportunity to rebuild the Section and bring the Section to 
financial self-sufficiency. 
Memberships and Journal Subscriptions (Where possible costs for 2000 are given. 
Approximate cost in Canadian dollars shown only as a guide, but will change as rate of exchange 
changes. Anyone interested in subscribing should make their own inquiries). 
The Accoucheur, quarterly 4 page newsletter for Primary Care in Childbirth, from Dept. of 
Family Medicine, SJHC, P.O. Box 5777, London, ON, N6A 4L6. Annual cost of Canada is 
$25.00. 
Birth, quarterly publication, from Blackwell Scientific Inc, Commerce Place, 350 Main Street, 
Malden, MA 02148-5018, USA. Annual individual cost for Canada is $74.90 (=$115 Cdn). 
British Journal of Midwifery, monthly publication, from Mark Allen Publishing Limited, 
Croxted Mews, 286A-288 Croxted Road, London SE24 9BR, UK. Annual individual cost for 
overseas is £180.00 (approx. $432.00 Cdn). 
International Midwifery, every other month, from International Confederation of Midwives, 
Eisenhowerlaan 138, 2517 KN, The Hague, Netherlands. Annual individual subscription is 85 
Dutch guilders or 40 Euros. (e-mail: intimidwives@compuserve.com) 
JOGNN and Lifelines, every other month, and the Canadian Connection, included in the 
membership fee of the Association of Women's Health, Obstetric and Neonatal Nurses 
(A WHONN), 2000 L Street, NW, Suite 740, Washington, DC 20036. Regular member $128, 
associate member is $113, disabled, retired or student is $64 (Canadian$). 
Journal of Nurse-Midwifery, monthly, from Elsevier Science, P.O. Box 822, New York, NY 
10159-0882, USA. Annual individual cost for Canada is $99.00 US+ tax (approx. $136 Cdn 
+tax). 
14 
Journal of the SOGC , monthly publication included in the membership fee of the Society of 
Obstetricians and Gynaecologists of Canada, 774 Echo Drive, Ottawa, ON, KlS 5N8. Midwives 
may be Associate Members and if there are 50 members then one member may be elected to 
Council. Associate Midwife Membership fee is $125.00. 
MID/RS Midwifery Digest, quarterly publication, from Midwives Information and Resource 
Service, 9 Elmdale Road, Clifton, Bristol, England, BS8 1 SL Annual individual cost for Canada 
is £55.00 (approx. $132.00 Cdn) 
Midwifery, quarterly publication, from Harcourt Publishers Ltd., Foots Cray High Street, Sidcup, 
Kent, England, DA14 5HP. Annual individual cost for Canada is £58.85 (approx. $141.24 Cdn) 
Midwifery Matters, quarterly publication included in the membership fee of the Association of 
Radical Midwives, 62 Greetby Hill, Ormskirk, Lancashire, England L39 2DT Annual cost for 
Canada is £30.00 (approx $72.00 Cdn). 
Practising Midwife, monthly publication, from Hochland & Hochland Ltd., The Precinct Centre, 
Oxford Road, Manchester M13 9QA, UK. Annual individual overseas surface mail cost £64.00 
(approx. $153.60 Cdn). 
RCM Midwives Journal, monthly publication included in the membership fee of the Royal 
College of Midwives, 15 Mansfield Street, London, England, WlM OBE. Annual cost for 
Canada is £75.00 (overseas without insurance) (approx. $181.00 Cdn) 
Have You Read? 
From International Midwifery, 12( 6), 11 .1999. 
Pregnant women who are exposed to the drug ecstasy 
(methylenedioxymethamphetamine) may put their unborn child at risk of congenital 
abnormalities. Of 136 women in a trial who reported taking ecstasy during pregnancy; 12 infants 
had congenital abnormalities. This is equivalent to 15.4% compared to an expected usual rate of 
2.3%. Abnormalities of the skull, feet, toes and limbs were among those reported. One pregnancy 
was terminated as the baby was diagnosed severely damaged (Lancet, 354(9188), October 23, 
1999). 
Frontiers in Fetal Health is a new journal available from The Fetal Centre, Hospital for 
Sick Children, 555 University Avenue, Toronto, ON, M5G 1X8 E-mail: 
pastusza@sickkids.on.ca 
Four UN agencies have issued a joint statement on priority actions aimed at reducing the 
number of women - currently nearly 600,000 - who will die each year from pregnancy and 
childbirth (World Bank/UNFPAIUNICEF/WHO Press Release, October 28, 1999). 
.. 
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A study carried out in Brazil found infants under three months of age who were 
artificially fed with breastmilk substitutes were 1 7 times more likely than breastfed babies to be 
admitted to hospital with pneumonia - globally the leading cause of death in under-fives. A 
higher risk was also associated with early introduction of solid foods. (Cesar, J. A. et al., (1999). 
British Medical Journal, 316, 1316-1320). 
Consumer Questionnaire submitted by Rachel Munday (now in Rankin Inlet). 
In response to the Goose Bay Breastfeeding Questionnaire (see Newsletter No. 11, 
September 1999, pp. 27-29), and as a midwife currently engaged in a phenomenological study, it 
seemed appropriate to engage in a similar study of the consumer, in order to gain insight into and 
be able to appreciate the essence of this 'lived experience'. 
Study Details 
Sampling procedure -
Sample size -
Age of participants -
Tool of data collection -
Analysis of phenomenon -
Ethical approval -
Exclusion criteria -
a convenience sample - subjects seen to engage in this 
phenomenon were approached to participate. 
about 3-20 kg (occasionally bigger and sometimes smaller) .. 
mean: 6 months, similar to national averages. 
oral, semi-structured (semi-verbal) interviews 
exceptionally good content, cannot be replicated synthetically. 
• 
unanimous. 
none. 
The questions asked and aggregate answers are printed below: 
Q. Can you tell me about your first experience of this phenomenon? 
A. Yes, it was soon after I made my first appearance, about 30 minutes I think. Eyes were a 
little hazy so I wasn't clock-watching, yes, about 30 minutes. 
Q. Where did you first hear of this phenomenon? 
A. Only from my mother. Strangely once she'd shown me, many other people had 
something to say, either positive or negative about it. I enjoyed being the focus of her 
attention I must say. 
Q And how often does this phenomenon occur? 
A. On demand of course, my demand. 
Q. Do other consumers in similar situations to you experience this phenomenon too? 
A. I've heard it said that, in Canada, about 65% of similarly placed consumers are 
experiencing this, some for longer than others. 
Q. What about the duration of this phenomenon? 
A. Well, as far as I'm concerned it could go on for several years, but I've heard tell that I'll 
probably be prevented from experiencing this phenomenon when I've seen several lunar 
cycles go by. After all, too much of a good thing ... 
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Q. And the duration of each experience? 
A. Again, as long as I feel like it. Sometimes only about 5 minutes, sometimes as long as 30 
minutes. Some of my like-minded friends say that the duration of their experience varies 
greatly too. 
Q. Did you have any difficulty initiating this phenomenon? 
A. Well, I knew what to do, but my mother was all fingers and thumbs, so I had to teach her 
how to wait for my wide-open mouth, and so on. Seems obvious, doesn't it? She started 
off not giving me enough of the attachment piece either and then blamed me for making 
her sore! But, we learnt together and with help from other similarly placed consumers. 
Quite a physical feat you know, until you get used to the contortions necessary. 
Q. And how do you think this affects your physical health? 
A. My physical health will never be better - I can feel a surge of antibodies as we speak and 
my blood vessels are looking forward to a long and healthy life. My bladder is rejoicing, 
knowing it probably won't get infected, and my hearing is excellent and unlikely to 
diminish with an earful of' glue'. 
Q. How do you know these things? 
A. We consumers are not stupid you know! We know what's best for us. It's trying to 
convince others, including our mothers sometimes, who have worked so hard to grow us 
well for 0 months, to carry on the good work. 
Q. And what about the psycho-social aspects of this phenomenon? 
A. I've heard my mother discuss bonding (something to do with glue, I think?) And security. 
I suppose if you're well stuck together, then it does make the situation more secure. She 
mutters about verbal intelligence as well, and all sorts of other things. Verbalizing my 
thoughts, as you can tell, is a little difficult for me still, but I'm getting there - give me a 
few more years and I'll tell the world what I think about ... 
BREASTFEEDING! 
(Researcher's comment: "Out of the mouths of babes and sucklings ... ) 
Snippets from the UK News (Daily Telegraph). Collected by Pearl Herbert when she was 
recently on vacation. 
Teenage Pregnancies. "Britain has the worst record in Europe for under 16 pregnancies 
with 7,700 conceptions a year. Just under half of the mothers give birth". The government is 
spending £10 million to try and decrease these figures. The money is to support innovative 
projects in schools with the aim of raising attainment and self-esteem. Also, to try and ensure 
that girls who have babies do not drop out of school. The money will be allocated to areas that 
have a high incidence of teenage mothers. This money is part of the £36 million saved as a result 
of a crack down on prescription fraud (December 29, 1999, p. 4). It has also been announced that 
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secondary school "pupils are to be given lessons on how to deal with conflicts in marriage and 
'punish' children appropriately. The parenthood classes are to be introduced into schools by the 
Government as part of the national curriculum .... Pupils will also be asked to 'use catalogues to 
work out what is needed for a young family and how much it costs' .... 'Leaming to live within 
family rules is the first step towards learning to live within the law"' (December 30, 1999, p. 1 ). 
However, an Editorial (December 30, 1999, p. 19) questions whether teachers should spend time 
dealing "with inadequate parenting". The parents might not agree with what is taught and "the 
delicate equilibrium between parents and schools could easily be upset by compulsory parenting 
classes". "Parenthood, unlike maths, is not a theoretical subject". Furthermore, the goveminent is 
not actively supporting two parent families as the tax system undermines families with two 
married parents, and mortgage interest tax relief is being removed this spring. 
An article by Anne Burke (1999, September), in Primary Health Care, 9(7), 24-27, is 
also about the figures for teenage pregnancies, which along with terminations and sexually 
transmitted diseases in young people, continue to rise. The sexual health promotion initiatives in 
England and Wales are not working. Young people are not making optimal use of health care 
services, and as a group, young people are difficult to reach. Confidentiality and informed 
consent are two major principles. Girls under 16 are encouraged to discuss matters with their 
parents or guardians, but regardless of whether or not they talk to them, they are counselled about 
contraception, as long as they understand the advice being given. 
Although there is much written about teenage pregnancies in Britain, the average age at 
childbirth is increasing. In 1988 it was 27 years and in 1998 it was almost 29 years. From a study 
of fruit flies at the University College London, Linda Partridge and Carla Sgro have reported in 
Science that they found that giving birth "spurs on the ageing process, setting a genetic time 
bomb ticking which may hasten an early death ..... If you breed from old parents there is 
selection for increased life span, because to be around and contribute progeny at an old age, the 
fly has to survive until then" (December 24, 1999, p.3) [Editor: I suppose being compared to 
fruit flies make a change from being compared to monkeys]. 
In Italy "the city of Milan is offering pregnant women £15,000 if they change their minds 
and decide not to have an abortion for economic reasons . ... To qualify, women must have an 
annual net income of under £12,000 and a psychologist's certificate attesting to a termination 
approved on economic grounds" (December 24, 1999, p. 12). 
Infant Feeding. Babies are being portrayed in one of the corporate biggest world take-
over struggles. Vodafone Air Touch, a European mobile phone company, is endeavouring to take 
over the rival German Mannesmann company and launch a joint venture with Bell Atlantic, for a 
global mobile phone company costing £1.5 billion. Vodafone has published an advertisement 
showing a mother breastfeeding her baby, and the caption is "If you want to grow up, you need a 
good mother". Mannesmann responded with a wide-eyed baby claiming: "Any hostility will 
harm his development" (December 24, 1999, p. 27). 
Businesses seem to be acknowledging that breastfeeding is best, but it is noted that 
several British health professional journals have glossy, full page, advertisements promoting 
SMA. The RCM Midwives Journal has these advertisements, even after the midwives at the 
International Confederation of Midwives (ICM) Congress voted against drug companies which 
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manufacture breastmilk substitutes funding midwifery events. The midwives wanted to support 
the WHO/UNICEF International Code on the Marketing ofBreastmilk Substitutes. (See the 
report on the ICM Congress by Jane Evans in the Autumn issue of ARM Midwifery Matters, p. 
19, which was attached to our September 1999 Newsletter). The Royal College of Midwives 
prides itself on being a primary supporter of the ICM but there seems to be incongruity between 
the wishes of the membership of the ICM and the RCM Council. 
Millennium. A 36 ft tall sculpture was a feature of the Thames' Millennium celebrations. 
The "Millenni-mum" is adorned with about 5,000 flowers made from recycled materials artd put 
together by children at 75 London schools. Once the festivities are over the statue is to be put in 
storage until the summer, when it will again be on display on the River Thames (December 22, 
1999, p.12). 
Sudden Infant Death Syndrome. A lawyer was convicted of killing her two infant sons (a 
year apart when they were aged 11 weeks and 8 weeks), but a medical doctor has disputed the 
statistics used during the trial. An expert witness for the prosecution had said that a chance of a 
double death in the family was 1 in 73 million. But the Director of Public Health, Stockport 
Health Authority, wrote in the British Medical Journal that "with this mathematical error 
prominent, the conviction is unsafe". The real chance of a double cot death in a family is 1 in 
8,500. Taking the number of second or subsequent births each year in England, and "if cot deaths 
are random events, two cot deaths will occur in the same family somewhere in England once 
every seven years". However, cot deaths are not random events. Studies have put recurrence rates 
at about five times the general rate of cot deaths "implying recurrence somewhere in England 
about once every year and a half. Two studies have shown higher rates .... Guidelines are 
urgently needed for judges in criminal cases when probability theory forms part of the evidence . 
. . . It is possible to be an extremely good doctor without being numerate and not every eminent 
physician is best placed to give epic;lemiological evidence .... Defendants deserve the same 
protection as patients" (December 31, 1999, p. 11). 
Diet. Each month during the Second World War pregnant women, breastfeeding mothers, 
and children under five years, were allocated a jar of cod liver oil (malt) and a bottle of 
concentrated orange juice. Cod liver oil contains vitamins A and D, omega-3 essential fatty acids 
(EPA, DHA). The omega-3 fatty acids make up about 20% to 30% of fish oils and benefit the 
heart, skin and joints. They improve manic depression, schizophrenia, non-insulin diabetes, 
rheumatoid arthritis and lessen the need to take non-steroid anti-inflammatory drugs. Inuit who 
"eat large amounts of oily fish, seals and whales, have virtually no coronary heart disease. It 
reduces the risk of heart disease by 30 percent. People who have had a heart attack are advised to 
eat oily fish twice a week". The findings from a major Italian study were reported in the Lancet. 
"If a pregnant woman's diet has insufficient omega-3, her brain is robbed to provide for the baby. 
This can make her more prone to postnatal depression and means the baby may have related 
problems, such as hyperactivity in childhood and, later on, schizophrenia". People should eat 
more oily fish .(two or three times a week), or take cod liver oil, and eat less sunflower oil 
(December 24, 1999, p. 21). 
• • 
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There is evidence of a link between age-related decline in memory and cognitive ability, 
and an accumulation in the brain of chemically reactive forms of oxygen. Eating fruit, vegetables 
and foods which contain high levels of antioxidants, such as flavonoids, are recommended. 
Reading a challenging novel, remembering telephone numbers, doing crosswords, jigsaw 
puzzles, playing chess, bridge, scrabble, are some of the ways suggested to keep the brain active. 
Using both the logical and calculating left side of the brain and the more creative lateral thinking 
right side is also needed to keep the brain fit. Resting the brain by sleeping means that one wakes 
refreshed and ready to focus on tasks that need to be done. The jury "is still out" about vitamins 
C and E improving memory. Folic acid is said to provide energy for adults, but high levels are 
associated with an increased risk of heart disease and stroke. Of course, folic acid taken prior to 
and during early pregnancy is associated with a lower risk of a neural tube defect. Ginkgo biloba 
is said to improve the blood flow to the brain, and hence mental agility. It should not be taken 
with aspirin or anticoagulants. Flavonoids (blueberries, cranberries, strawberries, apples, grapes, 
broccoli, onions, spinach) are said to delay brain ageing and have anti-cancer effects. 
Children who are encouraged to drink more than eight glasses of water a day, to keep 
their bodies hydrated and to avoid headaches, plus doing daily exercises, are able to concentrate 
for longer periods. Women who eat less than 1, 000 calories a day have poorer immediate 
memory and long reaction times. Hormone replacement drugs with estrogen are being found to 
prevent brain deterioration (December 29, 1999, p. 22). 
For anyone who is visiting London on February 13, there is a seminar on the "Science of 
Chocolate" including the history and samples, chocolate breaks, and a buffet lunch, for £20 at 
the Royal Institution, London, from 9.30 to 5.30 (for information telephone 011-44-8701-
267509). 
A Warmer Climate. Studies of near latitudinal and altitudinal tree-lines around the 
northern hemisphere, and tree rings, ice-cores, corrals, historical and instrumental records, show 
that the earth is getting warmer. It was cooler between 1550 and 1850 perhaps due to increased 
levels of volcanism, but now it is warmer than it was in the mild period between 900 and 1200. 
· In Britain 1998 was the hottest year of the past 1,000 years, beating the record year of 1106 
(December 29, 1999, p.24). 
Trade Agreements. The newspaper had articles comparing the European Union (EU) with 
the North American Free Trade Association (NAFTA). The poorer European countries could find 
NAFT A a better idea as the EU membership results in huge trade deficits. The Norwegian and 
Swiss governments rejected EU membership but could find it suitable to join NAFTA. Britain is 
also said to be looking at NAFT A. "The EU is not a corpse, but it is a cart horse compared with 
the National Hunt champion across the pond" (December 29, 1999, p. 26). 
[Members of the EU are: Austria (1995), Belgium (1958), Denmark (1973), Finland (1995), 
France (1958), Germany (1958), Greece (1981), Ireland (1973), Italy (1958), Luxembourg 
(1958), The Netherlands (1958), Portugal (1986), Spain (1986), Sweden (1995), UK (1973). 
[Some countries had an association (in 1958) prior to the forming of the EU in 1973]. For the 
NAFT A Agreement on Internal Trade {AIT) guidelines see: 
http://www.hrdc-drhc.gc.ca/stratpol/socpol/mobility 
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Obituaries. Josephine Barnes (1912 to 1999) studied medicine at Lady Margaret Hall, 
Oxford. She then became a Fellow of the Royal College of Surgeons, Physicians, Obstetricians 
and Gynaecologists, and in 1979 was president of the British Medical Association. She practised 
at the Samaritan Hospital, London, but during the war moved to Queen Charlotte's Hospital. She 
delivered many babies at home during the air raids. She married a physician but decided that she 
wanted to be a working mother. One of her interests was pain relief in labour and in 1949 she 
became a member of the Medical Research Committee on Analgesia in Midwifery. She was the 
chairperson of the 1948, 1956, and 1970 maternity surveys. In the 1970s she was on Mrs. Justice 
Lane's committee and in the 1980s sat on the Warnock Committee where she promoted legal 
controls on experiments with human embryos. In 1974 she received a DBE and retired in 1995 
(December 30, 1999, p. 21). 
David Baum was in his fifties when he died in September while on a cycling marathon in 
aid of children in Bosnia. As a paediatrician in Oxford he set up a successful milk bank in 1973. 
In 1985 he accepted the chair in paediatrics at Bristol, and four years later when MIDIRS lost it 
sponsorship in London, he invited them to move to Bristol. Dr. Mike Woolridge, now senior 
lecturer of infant feeding at Leeds University, worked closely with Dr. Baum and said that "he 
had the boyish enthusiasm to make things happen and the vision to create a link between 
research, the medical evidence and activism" (MID/RS Midwifery Digest, 9(4), 539). 
A Whimsical Report. The Pooh-Sticks Bridge at the north east comer of Ashdown Forest, 
Sussex, has been tom down to make way for a replacement bridge. The cost is £46,000 to which 
Disney Corporation is contributing. The bridge was made famous by A. A. Milne in his Winnie-
the-Pooh stories. The many tourists who visit the site caused the bridge to disintegrate until it 
was beyond repair (October 1999). 
Writing and Language 
George Orwell's "Six Rules of Good Writing" (cited by Amemic, J. (1999, 
August/September). Language out, style in. Reader's Showcase, 7(4), 17). 
1. Never use a figure of speech which you are used to seeing in print. This brings to mind 
tech-ies who use "connectivity", "multi-tasking", when they should just try to speak plain 
English. · 
2. Never use a long word when a short one will do. A popular phrase like "home sweet 
home" would never have lasted if the original was "residence sweet residence", or 
"cadavers are unyielding of testimony" instead of "dead men don't talk". 
3. If it is possible to cut out a word, always cut it out. .. . 
4. Never use the passive where you can use the active ... . 
5. Never use a foreign phrase, a scientific word (except in a scientific paper) or a jargon 
word if you can think of an everyday English equivalent. Don Quayle would have done 
better speaking about the "tie between a mother and child" instead of "We Republicans 
understand the importance of bondage between a mother and child". 
6. Break any of these rules sooner than say anything outright barbarous. But, strive to say 
more with less. 
~ 
-
.... 
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UNICEF's Recommended Length of 
Exclusive Breastfeeding 
Prepared by Lida Lhotska and Helen Armstrong, Nutrition Section, UNICEF New York, 22 November 1999 
e appreciate the opportunity provided by the Breastfeeding Topics web page 
http://\vww.bftopics.org/ to clarify the recommended timing of complementary feeding, and 
thereby the length of exclusive breastfeeding. It is important to make a distinction between public 
health policy recommendations, and individualised case management. 
UNICEF, together with the World HeaJth Assembly (WHA) and many governments, maintains that the 
infant feeding recommendations in general are for breastfeeding to be exclusive for about 6 months. In public 
health policies and communication, what will produce the highest attainable standard of health for the 
majority of infant are what determine the recommendations. For example, we urge "Breast is best" without 
adding that in a few cases such as maple syrup urine disease or PKU, other feeds could be medically 
necessary. 
Adaptation to the needs of the individual who represents a less usual case is always to be done one by one, 
through individualized case management. This is clearly stated in WHO/UNICEF Integrated Management of 
Childhood Illness (IMCI) materials, where it is explicitly stated that "Most babies do not need 
complementary foods before 6 months of age. 11 
In the case of poor gro\\1h or other signs that breastfeeding is not going \vell in the early months, one would 
first correct the breastfeeding pattern, getting rid of other feeds such as water, making breastfeeding 
exclusive and frequent again, observing the effectiveness of suckling and who terminates the feed (baby or 
mother), eliminating any use of bottles or pacifiers, and generally making breastfeeding management as good 
as possible. Only after a week or two of well supported exclusive breastfeeding, in the optimal pattern, would 
one want to consider if there might be a need to start giving some complementary food to the child over four 
months of age but not yet six months. 
There are three signals of a possible need for early complementation in such an infant who is effectively and 
exclusively breastfed and is over four months but not yet six months. These are specified in the IMCI 
materials as follows, with bracketed explanations added by ourselves: 
"The mother should only begin to offer complementary foods if the child: 
shows interest in semisolid foods (e.g. reaching for them and shouting) 
appears hungry after breastfeeding (on demand, without any limits) or 
is not gaining weight adequately. 
The mother should give the complementary foods 1-2 times daily after breastfeeding to avoid replacing 
breastmilk." (IMCI Counsel the Mother, WHO/UNICEF 1995, p. 5) 
UNICEF recommendations in this as in other aspects of infant feeding are guided, so far as possible, by 
current scientific and clinical evidence. A recent key article is by Cesar Victora et al: Impact of breastfeeding 
on admission for pneumonia during postnatal period in Brasil: nested case-control study. Brit Med J 1999~ 
318:1316-1320. 
In addition, WHO's publication Complementary Feeding of Young Children in Developing Countries 
(WHO/NUf/98. l) reviews current scientific knowledge. The authors of this revie\\' conclude that "full term 
.. . 2/ 
infants with appropriate weight for gestational age should be exclusively breastfed until about six months of 
age" (p. 167). The more recent work of Dewey, Cohen et al in Honduras further indicates that no growth 
advantage is seen even in Low Birth Weight infants when complementary foods are introduced before six 
months (Am J Clin Nutr 1999; 69[4]). 
There are a few colleagues who omit these key references from their discussions of the timing of 
complementary feeding, and insist on recommending complementary foods from 4 months or using the 
outdated terminology of "4-6 months". This phrase, used in the Innocenti Declaration of 1990, predates the 
evolution of knowledge about the damaging effects of early complementation upon both breastmilk intake 
and infant morbidity. Current knowledge is adequately represented in the up to date "about six months" 
phrasing. We could not identify any current studies that would justify the general recommendation of 
complementary foods from 4 or 5 months; all newer studies suggest that such a recommendation would have 
a deleterious effect on child health without any compensating advantage in growth. 
It is of course important to recall that according to international definitions, an infant who receives expressed 
breastmilk in the mother's absence is exclusively breastfed (WHO/CDD/SER/91 .14). UNICEF and WHO are 
in agreement that such milk should be given by open cup, not by feeding bottle, and this helps to ensure that 
the infant will suckle effectively at the breast when her or his mother returns. 
We \VOuld point out that since 1993 key UNICEF publications have recommended exclusive breastfeeding 
as follows: 
"Breastmilk alone is the best possible food and drink for a baby. No other food or drink is needed for about 
the first six months of life". A variety of additional foods is necessary when a child is about six months old, 
but breastfeeding should continue well into the second year of a child's life and for longer if possible." 
(Facts for Life, UNICEF 199 3) 
The latest UNICEF publication on infant feeding repeats this recommendation: 
"Babies should be exclusively breastfed - meaning that they receive nothing but breastmilk, not even water -
for about the first six months of life. Except in the rarest cases, no additional foods or fluids are necessary, 
and they can be harmful - introducing germs, triggering allergies and filling the stomach so that the infant 
takes less breastmilk. Breastfeeding should be sustained until the baby is at least m·o years old, but beginning 
at about six months breastmilk should be complemented with appropriate solid foods ." 
(Breastfeeding: foundation for a healthy future. UNICEF 1999) 
Readers may request these publications from their UNICEF country offices or National Committee for 
UNICEF. 
We would also mention that two Facts for Feeding leaflets from the Linkages project contain helpful current 
information, including the recommendation of breastfeeding exclusively for about six months. They cover 
the first six months and the period of 6-24 months and may be obtained from linka_g~s~ed.org if they 
cannot be downloaded from the Linkages \vebsite. These leaflets have been sent with our endorsement to all 
UNICEF offices." 
Ted Greiner, PhD, Coordinator, WABA Research Task Force adds the following to this UNICEF Statement: 
The definition of what constitutes "not gaining weight adequately" in breast-fed babies is not always 
well understood and indeed will be clearer once WHO has completed its ongoing multi-center study of 
the growth of predominantly breastfed babies. But health workers ought perhaps to be warned that a 
seeming reduction in the velocity of growth during the period 3-6 months may in many cases be at 
least partly due to problems inherent in using the WHO (NCHS) growth curves to monitor growth in 
breast-fed babies. These standards were based on babies who were largely bottle fed and we now 
know that their pattern of growth is different. 
For more infonnation, contact: •Nutrition Section, UNICEF New York, TA-24A, Room 2438, 3 UN Plaza, New York, 
NY10017, USA Tel: 1-212-824 6371 Fax: 1-212-824 6465 Email: wdemas@unicef.org • WABA Research Task Force, 
PO Box 1200, 10850 Penang, Malaysia Tel: 604-658 4816 Email: secr@waba.po.my Website: http://www.waba.org.br/ 
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Mi~wives have the potentiat:to · ;Pro.vide~ -
. . 
a valuable service to our community 
DEAR EDITOR: 
I am a Newfoundlander, and a working mother with two 
small children. When I was pregnant, my husband and I 
wanted to ensure I had the best labour and delivery ~ssi­
hle, and the best prenatal and post ... natal cnre. Co"nseque~tly, 
we decided to work with a midwife. 
At first, my husband was skeptical. He had the impres .. 
sion that midwives delivered babies behind trees. During 
our first visit with our midwife, his fears disappeared, along 
with his misconceptions. 
Our midwife was a registered nurse who was born and 
educated in the province. She was an invalu~ble source of 
information for us. 
She advised us in advance about what to expect during 
labour and delivery in the hospital. She visited our home 
a number of times before and after our babies were born. 
She was on call whenever we needed her, and acted as our 
coachdWingle~ydeliveries.Shewentabove3ndbCyond - · 
the call of duty. We are very thankful we had her help. 
Despite my midwife's education, experience and dedi .. 
cation to the safe delivery of babies, she was not allowed 
to deliver my babies. This is the sole responsibility of doc- · 
tors. The province does not have legislation in place to 
empower midwives to deliver babies. Newfoun~land and 
Labrador is one of the few provinces in Canada that has 
, not legislated midwifery. 
I believe a viable option for the health .. care system in 
? the province is to intrcxluce legislation for the employment 
of midwives. Midwives can bridge the gap in the province's 
! approach to delivering babies. The' health-care spJtte111 in -
this province is strained. Both doctors and nurses are pushed 
to their limits. .. 
-. lnsteadof employingtheselVieesofhighly-trainedo~e .. 
" tricians for·normal, healthy deliveries, midwives could step 
in, reduce the cost of professional services, and free up time 
i for obstetricians to concentrate on high .. risk deliveries .. 
Granted, I am conservative when it comes to my ~eal~ . · 
I arid the health of my children. I believe that midwives · j should undertake appropriate education and training rec~. . : 
f ognized by their prof~ional aswciation (i.e. a ba4i~lor·of 1 
~ midwifery) before they can deliver babies. 
' 1 .. 
. letter ·to ·. the editor 
Our midwife met these requirements and much more. 
Also, I prefer to have my babies delivered in a hospital, or 
irithc contr01tM"'enviro~Il_lCnt of a hirtl:imgCCrittc~-rathcr· 
than in my home. ' · 
Midwives have the potential to provide ·a'valuable ser-
vice to our community. Legislating midwifery. in·· ·the 
province will help· us save money, free up time for doctors 
and nurses, and provide valuable care for the soon .. to bc-
moms and their children· in this province. . · .- .. ·· · 
., 
. "·... . 
DIANA QuINTON 
Sr. JOHN'S 
PAO! 1-411 ' 
PERSPECTIVE 
Move to legislate midwifery a step in right direction 
Joan Marie Aylward's recent announcement that the province is looking at pas'ling legislation rec-
ognizing midwifery is good news -
not only for midwives, but for New-
foundland women, their babies and 
their families, for government and for 
our health care system. Even for doc-
tors. 
Many years ago, there was a nurse-
midwife at the Grace Hospital. She 
wasn't legally allowed to practice in 
Canada as a midwife. She was called 
a labour and delivery nurse. 
She came from Europe, where 
nurse-midwives were legally allowed 
to be the primary caregivers in mater-
nity care. The patients she cared for 
at the Grace were lucky. While our 
top obstetricians were busy, and rarely 
present, until the last minutes before 
the birth, this nurse-midwife remained 
with and assisted her patients from 
admission through the baby's birth. 
She was present as a teacher and 
helper through the early days of the 
mother's uncertainty in breast feed-
ing, until the discharge of mother and 
babe. 
In addition, she had the skills to be 
the primary caregiver from early preg-
nancy through integration of the 
newborn into the family, and through 
early development of the child. 
A midwife is, first and foremost, a 
highly-specialized nurse - a clinical 
specialist in maternity care. Mid-
wives have the theoretical back-
ground and clinical expertise to 
become primary contacts-from early 
pregnancy to the birth, and to the 
roles and responsibilities of mother-
hood. Midwives view pregnancy as a 
critical, vulnerable-but normal-
part of women's lives. 
This differs from the field ofobstet-
rics within medicine, which devel-
oped for the purpose of dealing with 
the pathologies (abnormalities) of 
MORGANE CHOLLET 
Mind Your Health 
pregnancy and childbirth. 
The main focus of obstetrics is 
diagnosis and treatment of pregnan-
cy complications, and management 
of diseases that affect pregnant women 
and their fetuses. 
While this is a vital area in medi-
cine (because comp I ications can and 
do occur), most pregnancies are nor-
mal, and do not need complication-
prevention measures taken. 
Normal pregnancy and childbirth 
have been medicalized by physicians, 
as if they were illnesses. However, 
although the midwifery model and 
the medical model offer a different 
approach to pregnancy and childbirth, 
they need each other. 
Throughout history, women's roles 
as caregivers, healers and nurturers 
have taken shape in the practice of 
midwifery. Cultures around the globe 
have always had women assisting 
other women in childbirth. Mid-
wifery is the oldest form of healing 
and nurturing among women. 
But over the centuries, midwives 
have been challenged and con-
demned. 
The most significant opposition to 
midwives was the horrific witch burn-
ings during the Middle Ages, when 
thousands of them and other female 
lay healers were executed as witches. 
These "witch-healers," as they were 
called, were often the only general 
medical prncririoners for people who 
had no ho.spitals or doctors. 
''The wise woman, or midwife, had 
a host of remedies that had been test-
ed over years of use. They used ergot 
for the pain of labour at a time when 
the Church deemed that pain in 
labour was the Lord's just punishment 
for Eve's original sin!" 
Ma le physicians historically had lit -
tie interest in childbirth, because it 
was not prestigious. le continued to 
remain the domain of women. That 
is, until the 17th and 18th centuries. 
Gradually, the non-professional male 
practitioners, or barber-surgeons, as 
they were known, started to usurp 
maternity care, and to stop women 
from practicing any form of obstet-
rics. Once the barber-surgeons saw it 
as lucrative, "real" physicians started 
to enter the field in force by the I 8th 
century. 
Physicians have long viewed mid-
wives as direct competitors for patients. 
They had to eliminate midwives in 
order to protect the gateway to their 
whole practice. . 
Despite their efforts, by 1900 less 
than five per cent of North Ameri-
can births took place in hospitals. And 
again, in the 1960s and 1970s, there 
was a rise in midwife-attended births. 
Women still relied on midwives to 
assist them in the birth of their babies. 
Midwives in Europe long ago 
received national licences to practice. 
American nurse-midwives are legal-
ly allowed to practice in 50 states. In 
Canada, six provinces have passed leg-
islation recognizing midwifery. And 
the other provinces, including New-
foundland, are working towards that 
goal. 
With the rise of midwifery, we are 
sure to hear many doctors complain 
of "tactics of poaching" on theircon-
crol, status and income. But today, doc-
tors no longer have the authority to 
"allow" or prohibit midwives to prac-
tice. 
By the government allowing mid-
wives to practice in Newfoundland, 
we will be witnessing a return to mater-
nity care as it was practiced for cen-
turies. That is, until doctors usurped 
the field ofobsretrics and made it their 
own. 
And government sees its own inter-
ests in legislating midwives. It views 
midwives as a cost-effective form of 
health care. And by supporting mid-
r 
wives, government can be publicly 
viewed as supporting women's issues. 
We are in an age when doctors are 
beginning to leave the practice of 
maternity. Obstetricians complain of 
very high malpractice insurance, 
increasing litigation, and high pro-
fessional fees, as well as interference 
with their personal and professional 
lives. 
It is obvious that the time is right 
to make the transition to a midwife 
model of maternity care. Midwives 
and doctors can work together in har -
mony. 
And the good will of doctors and 
legislators can make this transition 
easier for midwives, and for women, 
who prefer the holistic approach to 
childbirth. 
Pa.c;sing legislation would be a tri-
umph for midwives and all women. 
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e adapted to include \vords 
Suggestions for a Logo 
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VOTE FOR A LOGO 
All of the logos which have been received are shown in this Newsletter. Each logo has a letter. 
Which one would you suggest for our Newfoundland and Labrador Midwives Association? Send 
your suggestion to the Newsletter Editor to be received by February 29. The results of this vote 
will be announced at the annual general meeting. 
A. Two people and a baby 
B. Two hands cradling a baby in a circle 
C. Baby and can be adapted to include words 
D. Mother and baby circled by the name of the Association 
E. A baby enclosed in a sphere surrounded by the name of the Association 
F. Three people and a baby with the letters NLMA underneath 
I recommend logo letter _____ as being the most suitable for our Midwives Association. 
Other comments regarding the logo which I have chosen, e.g. add the name of the Association; 
or combine it with another one shown. 
Signed:-------------- Date: 
---------
Send by February 29, 2000, to Pearl Herbert, c/o School of Nursing, Memorial University of 
Newfoundland, St. John's, NF, AlB 3V6 Fax: 709-737-7037. 
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NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
APPLICATION FOR MEMBERSHIP 
2000 
Name: 
---------------------------------------------------------------~ (Print) (Surname) (First Name) 
All Qualifications: ----------------------------------------------
Full Address:--------------------------------
Po~alcode: __________ ~TelephoneNo. _____________________ _ 
(home) 
Telephone No. Fax No. 
-------------- -----------------------~ (work) 
E-mail Address: -------------------------------------------------------
Work Address:-----------------------------------------------
Area where working: --------------------------------------
Retired: Student: Unemployed: ---------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial: 
-----------------------------------------
National: 
--------------------------------------------------
International: 
---------------------------------------------------------
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for : $ 
--------(Cheques/money orders only (no cash) made payable to the Newfoundland and Labrador Midwives 
Association). 
Full membership for midwives is $35.00 (as this includes the Canadian Confederation of Midwives fees which the 
Association has to pay). 
Associate membership for those who are not midwives is $20.00 
Membership for those who are unemployed/retired is $10.00 
Membership for those who are residing outside of Canada $45.00 (to cover the cost of the extra postage). 
Signed:------------- Date: 
---------------
Return to: Pamela Browne, P.O. Box 112, Station A, Goose Bay, Labrador AOP ISO 
, 
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Surveillance System 
en 
The Bureau of Reproductive and Child Health at 
Health Canada's Laboratory Centre for Disease 
Control has established the Canadian Perinatal 
Surveillance System (CPSS). The CPSS is guided by 
a Steering Committee comprising expert representa-
tives of health professional organizations, consumer 
and advocacy groups, and the provincial and territorial 
governments, as well as Canadian and international 
specialists in perinatal health and epidemiology. The 
CPSS is part of Health Canada's efforts to strengthen 
Canada's national health surveillance capacity. 
There are three main components to the CPSS: collec-
tion of data related to perinatal health, analysis and 
interpretation of these data, and response. The aim is 
to acquire data on all recognized pregnancies, regard-
less of their outcome: abortion, ectopic pregnancy, 
stillbirth or live birth. If the pregnancy results in a live 
birth, the long-term plans for the CPSS also include 
surveillance of the infant's health during the first year 
of life. 
One of the CPSS's response vehicles is the fact sheet, 
for which the objective is to disseminate perinatal 
health information to a broad audience of interested 
persons. Members of the CPSS Steering Committee 
review all CPSS fact sheets before their publication. 
rome 
Introduction 
Sudden infant death syndrome (SIDS) (also known 
as crib death or cot death) is the leading cause of death 
for Canadian infants between 28 days and one year of 
age. 1 SIDS refers to the sudden and unexpected death 
of an apparently healthy infant under one year of age 
which remains unexplained after all known and possible 
causes have been ruled out through autopsy, death scene 
investigation and review of the medical history.2 
This fact sheet examines current rates and temporal 
trends in infant mortality attributed to SIDS in Canada 
and compares Canada's SIDS rate to rates in other 
developed countries. It also highlights the epidemiology 
of SIDS, prevention efforts and limitations of the SIDS 
data. 
Assigning SIDS as a cause of death is the responsibility 
of the local medical examiner. The provincial/territorial 
vital registrars offices collect, code and submit this 
information to Statistics Canada. Unless referenced 
otherwise, SIDS statistics are taken from the Canadian 
Vital Statistics System, Statistics Canada. 
Definitions of J(ey Terms 
The infant mortality rate is the number of infant deaths 
per 1, 000 live births. 
Our mission is to help the people of Canada maintain and improve their health. 
Canada September, 1999 
The neonatal period extends from birth through day 27. 
The post-neonatal period extends from day 28 through 
day 364. 
SIDS Rates 
In 1996, there were 2,051 reported infant deaths in 
Canada. Of these deaths, 168 (8.2%) were attributed to 
SIDS. Since 1980, the overall rate of SIDS deaths in 
Canada has been steadily declining from 1.2 per 1,000 
live births in 1980 to 0.5 per 1,000 live births in 1996 
(Figure 1 ). 1'3 
Figure 1. SIDS Rates 
Canada, 1980-1996 
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Source: Statistics Canada. Mortality summary list of causes, 1980-1995. 
Statistics Canada. Canadian Vital Statistics System, 1996. 
In 1996, SIDS was the leading cause of post-neonatal 
mortality in Canada, accounting for 26% of all post-
neonatal deaths. Birth defects, the second leading cause, 
accounted for 23% of post-neonatal deaths. As both the 
post-neonatal mortality rate and the SIDS rate have 
declined, the proportion of post-neonatal mortality 
attributed to SIDS has remained steady since 1980 
(Figure 2). 
In comparison to other developed countries, the 1996 
Canadian SIDS rate of 0.5 per 1,000 live births is lower 
than the rate in Australia (0.9 per 1,000 live births), 
USA (0.8 per 1,000 live births) and England/Wales 
(0.7 per 1,000 live births). However, the Canadian rate 
remains higher than rates reported in Japan (0.4 per 
1,000 live births) and the Netherlands (0.3 per 1,000 
live births) (Figure 3). 
Significant interprovincial differences are found within 
Canada. These differences should be interpreted with 
caution, as rates are unstable in provinces and territories 
2 
Figure 2. SIDS as a Proportion of 
Post-neonatal Mortality 
Canada, 1980-1996 
Year 
Source: Statistics Canada. Mortality summary list of causes, 1980-1995. 
Statistics Canada. Canadian Vital Statistics System, 1996. 
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Figure 3. SIDS Rates 
Selected Countries, 1996 
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Source: Unpublished data. SIDS International , 1999, except Canada: 
Statistics Canada. Canadian Vital Statistics System, 1996. 
with few births. A single death due to SIDS can change 
the rate dramatically. For example, in 1996, the 
Northwest Territories had the highest rate of SIDS 
deaths at 3.2 per 1,000 live births, compared with PEI, 
Newfoundland and the Yukon, which had no reported 
deaths due to SIDS (Figure 4). However, in 1995 the 
Yukon had the highest rate of SIDS deaths in Canada at 
6.4 per 1,000 live births, and the NWT had a SIDS rate 
of 1.9 per 1,000 live births.3 
The SIDS rate among Canada's Aboriginal Peoples is 
approximately three times higher than the national rate. 2 
Other countries (USA, New Zealand and Australia) also -
report an increased SIDS rate among their Aboriginal 
populations. 2 
Figure 4. SIDS Rates 
Provinces/Territories, 1996 
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Source: Statistics Canada. Canadian Vital Statistics System, 1996. 
Epidemiology and Prevention of SIDS 
While the exact cause of SIDS remains unknown, 
several risk factors have been identified. The scientific 
evidence for these risk factors has been reviewed.2'4'5 
Highlights of the current epidemiology of SIDS include: 
• The risk of SIDS is increased in males versus 
females, among infants aged 2-4 months and among 
infants from families of lower socioeconomic status.4 
• The risk of SIDS is higher when infants sleep on their 
front (prone) than when they sleep on their back 
(supine).2 Moreover, recent evidence suggests that 
there is also a smaller but significantly increased risk 
of SIDS when infants are placed to sleep on their side 
rather than their back. 6 
• Maternal smoking during pregf!ancy is associated 
with an increased risk of SIDS.7 There is also 
evidence of an independent increased risk to infants 
exposed to tobacco smoke in the household.7 
• The risk of SIDS is higher if an infant's head 
becomes covered during sleep.5 This finding has 
been generalized in recommendations against the use 
of quilts, duvets, pillows, soft toys and cot bumpers.5 
• Overheating has been reported as a risk factor for 
SIDS, but it is possible that covering an infant, 
particularly the head, may play a greater role than 
overheating itself. 6 
• Research suggests that the risk of SIDS may be 
increased when infants share a bed with their 
parent(s), particularly if the mother smokes.6·8 
• Breast feeding has been identified as a protective 
factor against SIDS in some studies,9 but others 
suggest that this effect may not be significant once 
confounding factors are taken into account. 10 
Additional research is required to clarify the role of 
these and other risk factors in the occurrence of SIDS. 
Research into the development and function of the 
central nervous, circulatory and respiratory systems, 
as well as autopsy findings and consideration of 
environmental factors, may be especially informative. 
In light of the current knowledge regarding risk factors 
for SIDS, health education campaigns have been 
implemented in several countries.2 The campaigns, 
particularly efforts to reduce prone sleeping, have 
been consistently followed by declines in the SIDS 
rate.2 In Canada, at the national level, Health Canada, 
the Canadian Foundation for the Study of Infant Deaths, 
the Canadian Institute of Child Health and the Canadian 
Paediatric Society have developed educational material 
regarding SIDS. 11 
Data Limitations 
There are limitations of the SIDS data. First, precise 
enumeration of SIDS cases in Canada requires accurate 
diagnosis, as well as proper death certificate registration 
and interpretation. SIDS data are only as good as the 
information provided on death certificates. Second, 
child abuse may be misclassified as SIDS. Though 
likely rare (published estimates of less than 5% of SIDS 
cases 
12), this diagnostic error must be considered when 
interpreting SIDS data. Third, the availability of SIDS 
data and risk factor information is limited for sub-
populations in Canada . Such detailed analysis, 
particularly in regions with higher SIDS rates, would 
facilitate the development of effective prevention 
programs in Canada. Finally, international comparisons 
should be interpreted with caution, since some variation 
may be due to between-country differences in the 
diagnosis of SIDS. 
Summary 
Although the precise etiology of SIDS remains 
unknown, the rate of infant deaths attributed to SIDS 
has been declining. This decline coincides with the 
identification of modifiable risk factors and public 
education regarding these factors. While Canadian 
statistics are comparable to those in other developed 
countries, the rate of SIDS among Canadian 
Aboriginals is three times the national average. By 
collecting and analysing infant mortality information, 
the CPSS aims to better understand the temporal and 
geographic patterns of SIDS in Canada. 
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For Further Information review of the scientific literature. Journal of Paediatric ~,.., 
C+iild Health 1998;34:213-19. 
In the upcoming months, the CPSS will publish fact 
sheets on other aspects of perinatal health. For more 
information, or to be added to our mailing list, please 
contact: 
Reproductive Health Division 
Bureau of Reproductive and Child Health 
LCDC Bldg, Tunney's Pasture, A.L. 0601E2 
Ottawa, Ontario KIA OL2 
Tel. (613) 941-2395 Fax (613) 941-9927 
CPSS e-mail: CPSS@hc-sc.gc.ca 
Or visit our website at: 
www.hc-sc.gc.ca/hpb/lcdc/brch/reprod.html 
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